IN BRINGING this Symposium to a close, I shall deal with one of the most dramatic and lethal complications of liver disease-rupture of an oesophageal varix. These patients die from loss of blood or liver failure, or more usually, a combination of both factors. The development of liver failure with increasing jaundice, ascites and hepatic coma is inevitable if bleeding is allowed to continue. The haemorrhage causes a decrease in hepatic blood flow with resulting hepatic anoxia. Another factor contributing to the hepatic encephalopathy is the absorbed load of nitrogenous breakdown products from the blood within the lumen of the gut. When confronted with such patients there are three aspects to be considered. Intestinal colic is another immediate effect which may be useful in emptying the bowel of blood. The dose can be repeated after 4 hr but its efficacy tends to decrease with successive doses. Its use is contraindicated in patients with cardiac ischaemia and another disadvantage is that the reduced hepatic blood flow may further impair the circulation of the cirrhotic nodules. The synthetic derivative phenylalanine2-lysine8-vasopressin (Octapressin) has less effect on the systemic circulation but its advantages over vasopressin have not been established in a controlled trial (Tsakiris, Haemmerli & Biilmann, 1964) .
Balloon tamponade
The Sengstaken tube with its gastric and oesophageal balloons was introduced in 1950 and much has been written about its use. Traction is advised by some to keep the gastric balloon in position in the fundus of the stomach and this can be judged by screening the patient during inflation of the balloons. The tube is undoubtedly effective but is unpleasant for the patient and there is also a risk of pulmonary complications and oesophageal ulceration (Read et al., 1960 Williams & Dawson, 1968) . and on no account should the balloons be left inflated for more than 24-36 hr. Some workers find that a single gastric balloon is sufficient and suggest that the pressure of the balloon against the diaphragmatic crura stops the blood flow from the gastric veins into the oesophageal varices (Linton & Ellis, 1956 : Tanner, 1967 ).
Published results show that either of these techniques has stopped bleeding in 20-80% of patients but their effect is temporary. Pitressin is the simplest and least distressing to the patient, and our practice is to use it once unless there are specific contra-indications (Fig. 1) . If bleeding is not stopped or if it recurs within a few hours then we use the Sengstaken tube. Some time in the next 24 hr, however, when the bleeding has been controlled and the general condition improved, the patient is taken to the threatre for surgical ligation of the varices. Experience has shown that most of these patients bleed again during the next days or weeks, and that with each re-bleed and subsequent resuscitation the general condition and liver function of the patient deteriorates and the chances of a successful outcome get less. The real problem arises in deciding whether to operate on a patient with signs of severe liver failure and in whom bleeding has been stopped by Pitressin or the Sengstaken tube. So often the bleeding is but one manifestation of terminal liver failure and not infrequently it has been precipitated by the final development of a hepatoma.
Surgical ligation of varices
The chest is opened through the bed of the eighth rib and the lower oesophagus mobilized. The varices may then be dealt with in either of two ways. In the Boerema-Crile operation (Britton & Crile, 1963; Hunt, 1965) the lower oesophageal lumen is entered via a longitudinal incision. The columns of varices are then under-run with a continuous catgut suture and the oesophagus closed in layers. In the MilnesWalker operation (Walker, 1964 ) the muscle of the lower oesophagus is divided longitudinally down to the mucosa. The mucosal tube, together with the varices which lie in the submucosa is then dissected free and then divided transversely as low down as possible, and resutured with a continuous catgut suture. This suture, and the subsequent healing process in the mucosal layer occlude the varices. The two suture lines lie at right angles to one another so the closure is potentially safer than in the BoeremaCrile operation. Details of operations and the postoperative care have been given elsewhere (Williams & Dawson, 1968) . 3. Subsequent therapy Although a few patients do not re-bleed for a number of years after ligation of varices, the majority do and all should be assessed for definitive surgery. The operation which confers the best long-term protection against further haemorrhage is the portacaval shunt. Ideally, the patient should be less than 50 years old, only minimally jaundiced, have a serum albumin of greater than 3 g/100 ml and have shown none, or only minimal neuro-psychiatric disturbance during the haemorrhage. The portal vein must also have been shown to be patent by venography. Relatively few patients fulfil these criteria and many less favourable patients are operated on.
In patients who are unfit for shunt surgery some degree of protection against further operation may be conferred by a transection operation, either the Milnes-Walker type already described (if the initial procedure has been a simple ligation only) or the more extensive porta-azygos disconnection described by Tanner (1961) . In this procedure, all the external Roger Williams vascular connections of the lower 5 cm of the oesophagus and the upper 5 cm of the stomach are divided. The upper stomach is then transected and re-anastomosed. The injection of sclerosant solutions into the varices (Macbeth, 1955) or into the submucosa around the varices has also been employed (Hunt, 1965) (Orloff, 1968 
